Annual age-standardised rates for first contacts with psychiatric services in the Aberdeen area from 1969 to 1984 were calculated for schizophrenia, paranoid states, reactive psychoses, all affective psychoses, mania, and depressive neuroses. Highly significant declines occurred in the diagnosis of schizophrenia and of depressive neuroses. No concomitant increase occurred. It is concluded that these results probably indicate that there has been a fall in the incidence of schizophrenia in North-East Scotland. This may have arisen due to changes in the mode of expression and/or the severity of all functional psychoses. Parker et al, 1985; Dickson & Kendell, 1986; Munk-JÃ¸rgensen, 1986; Munk-JÃ¸rgensen& JÃ¸rgensen, 1986) . It is generally recognised that hospital first admission rates of schizophrenia, unlike those of many other psychiatric conditions, provide a reasonably accurate reflection of the incidence of the disorder (Hare, 1986; StrÃ ¶mgren, 1987) .
Thus, a decline in hospital first-admission rates may indicate a true decline in the incidence of schizophrenia. But two major factors may conspire to produce the picture of a decline in first-admission rates without a genuine fall in incidence having occurred. Firstly, the trend towards increased care in the community may have resulted in schizophrenic and other psychotic patients never being admitted to hospital, although there is no evidence to support this hypothesis, and screening investigations do not discover significant numbers of psychotic individuals in the community who have had no contact with hospital services. Secondly, changes in diagnostic practices may result in schizophrenia being â€˜¿ re diagnosed' in another diagnostic category. With the advent of lithium carbonate as a treatment for manicâ€"depressive illness, it has been hypothesised that schizophrenia is likely to be re-diagnosed as mania (Baldessarini, 1970; Symonds & Williams, 1981; Parker et a!, 1985) . However, of the five studies finding a recent decline in schizophrenic first admissions, only two (Parker et a!, 1985; Dickson & Kendell, 1986) found a concomitant increase in admissions with mania, and in both studies, the fall in schizophrenic admissions was much larger than was the rise in manic admissions. In Denmark, along with the decline in schizophrenic first admissions, a concomitant rise in borderline states (in both sexes) and in paranoid states (in men only) was observed (Munk-JÃ¸rgensen, 1986; Munk-JÃ˜rgensen & JÃ¸rgensen, 1986) . In our own earlier study of age standardised first-admission rates to Scottish psy chiatric hospitals from 1969 to 1978 (Eagles & Whalley, 1985a) , we found no concomitant rise in other diagnostic categories, despite a 40% fall in the diagnosis of schizophrenia. We concluded that a genuine fall in the incidence of schizophrenia had probably occurred. Lewis (1985) disputed this conclusion, pointing to the possibility that this picture could be produced by re-diagnosis of schizo phrenia as mania and paranoid states, with a concomitant increase in the frequency with which the two latter conditions were treated as out-patients.
This hypothesis was tested in the present study with the Aberdeen Psychiatric Case Register, which records all contacts with psychiatric services, thus removing the possible confounding factor of changes in admission practices.
If the incidence of schizophrenia is declining, then this is quite likely to be due to changes in environmental factors. Factors hypothesised as being implicated in the aetiology of schizophrenia (recently Table I Data were extracted for the numbers of patients experienc ing their first-ever contact with our psychiatric services, who were diagnosed in the following categories: schizophrenia (ICDâ€"295), paranoid states (ICDâ€"297) ,reactive psychoses (ICDâ€"298), all affective psychoses(ICDâ€"296.0 to 296.9 inclusive), mania (296.1 in ICD-8, 296.0 and 296.2 in and depressive neurosis (lCD 300.4). These patients were grouped by 10-yearage-bands and, from figures of the psychiatric services' catchment population from 1969 to 1984, age-standardised first-contact rates in each diagnostic category were calculated for each year, standardisation being against the Scottish population of 1973. Linear regression lines (Armitage, 1971) were then calculated to determine significant changes in the rates of these diagnostic categories during the years of the study. Possible changes in age at onset were investigated by calculating the mean and median age at onset for each year of the study, and then calculating the linear regression lines arising from these data. The data relating to age at the time of first contacts of patients diagnosed as schizophrenic showed that neither the mean age (slope= â€"¿ 0.24, r2= 0.227, NS) nor the median age (slope= â€"¿ 0.39, r2 = 0.242, NS) showed any significant change during the period of the study.
Discussion
While it should be borne in mind that diagnoses were derived directly from a case register, and are thus unlikely to be entirely accurate, the present study shows that between 1969and 1984there was a highly significant decline in the age-standardised rates with which first psychiatric contacts in the Aberdeen area were diagnosed schizophrenic. An increasing pref erence for treating patients in the community, or a necessity to do so on account of shortages of in patient facilities, may result in some schizophrenic patients never being admitted to hospital. Such a trend may account in part for the decline in schizophrenic first admissions found in other studies. The present study investigated all first psychiatric contacts, and changes in admission policy would have no effect on the results. The trend towards community care could only influence these data if general practitioners (GPs) were treating increasingly large numbers of psychotic patients at home without involving psychiatric services. This seems a most unlikely possibility. In this context, it is worth noting that the studies of Munk-JÃ¸rgensen (1986) and of Munk-JÃ¸rgensenand JÃ¸rgensen(1986) included only first admissions from 1970 to 1974, but from 1975 to 1984 new day-patients were also included. That they also found a highly significant fall in the diagnosis of schizophrenia from 1970 to 1984 supports the view that this decline did not occur as a result of schizophrenic patients being treated as day-patients rather than in-patients.
Declines in diagnoses of schizophrenia may arise due to changes in diagnostic practice. If this were the case, a concomitant rise in one or more of the other diagnostic categories would be observed. There was no such rise in any category in the present study.
Indeed, the only other significant overall change was a decline among depressive neuroses. This last category was included in the study because of a slightly tortuous hypothesis that schizophrenia might be re-diagnosed as a depressive psychosis, but no increase in the latter diagnosis would occur due to Kendell (1986) both utilised raw numbers of first admissions. Changes towards a more elderly age structure of the population bias these data towards finding an increasing rate of mania, since first admissions with mania become progressively more common as ageing progresses (Eagles & Whalley, 1985b) . The magnitude of the increase in manic first admissions in these studies indicates, however, that the changes are unlikely to arise from this factor alone. Of the relevant studies, that of Dickson & Kendell (1986) is alone in having investigated the possibility of changes in diagnostic practices. These authors scrutiised the case-notes of 40 admissions of manic patients in 1970â€"1972,and also in 1979â€"1981. They discovered that almost identical proportions of patients in each period fulfilled Research Diagnostic Criteria for manic disorder, hypomanic disorder, and schizo-affective disorder.
Thus, in this admittedly small sample, it did not appear that a significant â€˜¿ re-diagnosis' of schizo phreia/schizo-affective disorder to mania was occurring.
While it has been seldom investigated, it tends to be assumed that the diagnostic practices of psychiatrists are fluid and are influenced by the introduction of new diagnostic criteria. This may not be the case. In the USA, Lipkowitz & Idupuganti (1985) conducted postal surveys of psychiatrists at the time of the introduction of DSM-III (American Psychiatric Association, 1980) and again two years later. Their results indicated that no major change had occurred in the criteria used for diagnosing schizophrenia.
It is also often assumed that if a fall in the rate of diagnosis of schizophrenia is found, concomitant with a rise in another diagnostic category, then changes in diagnostic practices must account for the change. There is another possible explanation. Hare (1974 Hare ( , 1979 has argued that schizophrenia has a concomitant re-diagnosis of depressive psychosis to depressive neurosis. This hypothesis was disproved.
The decrease in depressive neurosis presumably reflected increasing treatment of these patients by GPs in the Aberdeen area. While there was no significant overall change in the frequency of diagnoses of affective psychoses, these diagnoses showed an increase from 1969to 1979, and a decline thereafter. At the same time, the rates of first contacts with mania remained static, and this pattern is thus almost solely accounted for by the ICDâ€"8 categories of depressive psychosis and involutional melancholia, and by the ICDâ€"9 category of depressive psychosis. While it is relatively easy to see that diagnostic uncertainty may exist between schizo phrenia and mania, it is considerably less likely that many schizophrenics would be â€˜¿ re-diagnosed' into the category of depressive psychosis, especially since less than 30% of admissions with depressive psychosis will, in fact, be psychotic (Eagles, 1983 (Murray et a!, 1985) . Like other recent studies, ours found a highly significant decline in the diagnosis of schizophrenia. This study looked at first contacts with psychiatric services, rather than first admissions, and thus it is most unlikely that the result arose because of a trend towards increasing provision of community care. Unlike some similar studies, there was no concomitant rise in any other diagnostic category, and it isconcluded that the results probably indicate a fall in the incidence of schizophrenia. This fall in incidence may be indicative of an overall change in the severity or mode of expression of all the functional psychoses.
